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An estimated 450 million people alive today suffer

from mental or behavioural disorders or from psychoso-

cial problems such as those related to alcohol and drug

abuse (1). Mental disorders account for a substantial

proportion of disease disability and burden, yet current

resources for mental health are grossly inadequate. It is

indeed a paradox that though substantial information is

available on the incidence, prevalence, course, diagno-

sis, classification, disability and burden of mental disor-

ders, hardly any information is available on the

resources that exist to respond to this burden (2). 

Over the last several decades, the interest in evaluat-

ing mental health care processes has greatly increased

and there are calls for development of increased infor-

mation and research on mental health services (3-9).

Individual country information about mental health

resources from some of the developed and rich coun-

tries is available, but very little is known from most of the

developing and poor countries. The information that

does exist cannot be compared across countries,

because reports use varying definitions and units of

measurement. This imbalance between ‘disease infor-

mation’ and ‘resources information’ is a major impedi-

ment to planning mental health services. Lack of infor-

mation on resources also hampers efforts made by non-

governmental organizations, professional associations

and consumer groups to demand improvement of men-

tal health care services and to highlight specific needs

(2). The need to improve mental health services and

integrate mental health into primary care was empha-

sized by most of the Ministers of Health who attended

the World Health Assembly, 2001 (10).

Project Atlas was launched by the World Health

Organization (WHO) in 2000, with the basic aim of col-

lecting, compiling and disseminating information relat-

ed to mental health resources from the WHO Member

States. 

METHODS

The data were collected and assimilated in a number

of steps. In the first step, consultations were held with

mental health experts to identify the areas of mental

health resources in which there was a definite lack of

information. A rough draft of a questionnaire was pre-

pared along with a glossary of terms that were being

used in the questionnaire. The working definitions of

the terms were provided in the glossary in order to main-

tain uniformity of data. Once the questionnaire and

glossary were pilot tested, the necessary amendments

were made and the final version of both were translated

into some of the other official WHO languages.

In the second step, the questionnaire and glossary

were distributed among the focal points for mental health

in the Health Ministry of each Member State with the sup-

port of the Regional Offices. The respondents were

requested to follow the glossary of terms while complet-

ing the questionnaire and provide copies of documents

wherever possible. In this initial phase, information was

collected primarily from the governmental sources, though

most governments relied on their experts to provide the

available information. Data from the questionnaires were

supplemented by information gathered through a litera-

ture search.

In the third step, all information collected through

the questionnaire and literature search was suitably

coded and keyed into an electronic database that had

been created for that specific purpose. Once the dataset

had been finalized it was analysed using the program

SPSS 9.0. Descriptive analyses for assessing frequency and

measures of central tendency for different variables were

done. Qualitative data were used to enrich the informa-

tion from countries and were used for the country pro-

files on mental health resources. 

RESULTS

One hundred eighty-five Member States from the

total of 191 responded. This covered 99.3% of the

world’s population.

As shown in Table 1, mental health policies are pres-

ent in 59.5% of the countries in the world. A mental

health policy is present in only 47.8% and 48.1% of coun-

tries of the African and Western Pacific Regions, respec-

tively. More than 30% of countries do not have a nation-

al mental health programme. The European Region has

the lowest number of national mental health pro-

grammes, as many European countries have mental
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health programmes/plans at the provincial level and not at the

national level. About a quarter of the countries do not have a law

related to the field of mental health. Though 91.7% of the countries

in the European Region have a mental health legislation, the same is

present in only 57.1% of the countries of the Eastern Mediterranean

Region. However, the majority of policies, programmes and legisla-

tions are relatively recent, most having been developed after 1990.

Disability benefits for psychiatric patients are absent in one quarter

of countries of the world, with the African Region having disability

benefits in only 46.5% of countries. 

As shown in Table 2, worldwide only 72% of countries have a spec-

ified budget for mental health. Of those countries which reported

their mental health budget, 36.3% spend less than 1% of their total

health budget on mental health. Almost 80% of countries of the

African Region reported that they spend less than 1% of their health

budget on mental health. Though the most common source of

financing mental health care around the world is tax-based, out-of-

pocket payment is also used by a number of countries, especially the

poorer countries.

In the world, 87% of countries, covering a population of 97%, have

mental health care facilities at primary care level. However, treatment

facilities for severe mental disorders are present in only 59.1% of

countries, with an even lower coverage for most of the other regions,

except the Americas and the European Region. Even in these

Regions, treatment facilities are available in only about 65% of coun-

tries. About 20% of countries do not have three of the most common

psychotropic drugs required for treating mental disorders at the pri-

mary health care level. Community care programmes for mental

Table 1 Mental health policies, programmes and legislations in countries of the WHO Regions

WHO Region Presence of a mental Presence of national mental Presence of a law in the field Presence of disability benefits

health policy (%) health programme (%) of mental health (%) for psychiatric patients (%)

(N=185) (N=185) (N=170) (N=179)

Africa 47.8 73.9 71.1 46.5

Americas 64.5 80.6 67.9 87.1

Eastern

Mediterranean 68.2 86.4 57.1 75.0

Europe 67.3 55.1 91.7 98.0

South-East Asia 70.0 80.0 70.0 90.0

Western Pacific 48.1 59.3 76.0 61.5

World 59.5 69.7 75.3 75.4  

Table 2 Budget for mental health in countries of the WHO Regions

WHO Regions Specified budget Less than 1% of total health budget spent

for mental health (%) for mental health (%)

(N=175) (N=91)

Africa 62.2 78.9

Americas 92.6 27.8

Eastern Mediterranean 80.0 40.0

Europe 72.3 4.2

South-East Asia 66.7 62.5

Western Pacific 63.0 29.4

World 72.0 36.3  

Table 3 Mental health care at the primary care level and in the community in countries of the WHO Regions

WHO Region Presence of treatment facilities Presence of three* essential Presence of mental

for severe mental disorders therapeutic psychotropic health care in

in primary care (%) drugs at primary care level  (%) community care (%)

(N=181) (N=175) (N=183)

Africa 56.5 71.1 54.3

Americas 66.7 90.0 71.0

Eastern Mediterranean 50.0 78.9 54.5

Europe 65.3 77.8 72.3 

South-East Asia 44.4 88.9 50.0

Western Pacific 55.6 88.9 66.7

World 59.1 80.6 63.4

*phenytoin, amitriptyline and chlorpromazine
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health are present in 63.4% of countries worldwide. The African,

Eastern Mediterranean and South-East Asia Regions have even fewer

countries with such programmes (Table 3)

The median number of psychiatric beds per 10,000 population

varies from 0.33 in the South-East Asia Region to 8.7 in the

European Region. Most of the psychiatric beds (65.1%) in the world

are in mental institutions. The European Region has the highest

number (median) of psychiatrists and psychiatric nurses per 100,000

population amongst all the WHO Regions. The median number of

psychologists and social workers active in the mental health sector

per 100,000 population in the world is very low, 0.4 and 0.3 respec-

tively. The Regions of Africa, South-East Asia and Western Pacific are

particularly deficient in the number of mental health professionals

(Table 4).

Special mental health programmes for children and elderly are

present in about 60% and 48% of countries in the world, respective-

ly, though the coverage and quality of services available vary between

Regions and individual countries. Non-governmental organizations

in mental health are reported to be active in 88% of the countries.

Mental health monitoring systems are important tools in assessing

the overall mental health situation of a country; however, mental

health reporting is not done by 27% of countries and data collection

or epidemiological studies are absent in 44% of countries.

DISCUSSION

The development of mental health services has generally lagged

behind other health services. While some countries (mostly from the

economically developed regions) have well-developed resources, the

majority are poor in resources. Atlas provides a baseline measure to

assess these resources and also to monitor them in future.

A mental health policy, programme or legislation are important

tools for the overall development of mental health resources. They

act as a broad guideline and provide direction and impetus to 

the development of mental health care facilities in a country. The

absence of one or the other in such a large proportion of countries

helps to understand the poor condition of mental health care in

those countries. Though the majority of countries have a law related

to mental health, this law is often not comprehensive and does not

adhere to the international legislation concerning human rights.

Often mental health legislative issues are simply mentioned as part of

a general health law or a law related to forensic medicine. Disability

benefits, though present in many countries, are neither comprehen-

sive in nature nor easily accessible and lack standardized assessment

procedures. The benefits are at times in the form of premature

retirement from job with a pension or a small monetary support for

a brief period of time. This is inadequate for the needs of most psy-

chiatric patients, as disability in mental disorders is often long-lasting. 

For any form of service delivery, it is essential to have adequate

monetary support. However, the analyses show that the governmental

budget support to mental health is often miniscule. Mental health

budget should increase for most countries in order to improve the

resources. The proportion of mental health budget to the total health

budget should be between 5 and 15% (2). This increase is required in

view of the increasing burden due to neuropsychiatric disorders,

which are currently estimated to account for more than 12% of the

global burden due to disease, and are projected to increase to 15% in

the year 2020 (1). With more money allocated to mental health, coun-

tries would be better placed to increase their infrastructure, initiate

new programmes and develop human resources. More could also be

spent on training, research and monitoring the mental health of the

population, which are all in need of development. 

The integration of mental health into primary and community

care has been recommended by WHO for a long time (11,12). With

the movement of deinstitutionalization, an increasing proportion of

patients are being treated in the community in most developed

countries. However, this is not the same across all countries. Analyses

show that, though a majority of countries have incorporated mental

health care facilities in their primary care level, more than 40% do

not have the actual treatment facilities for severe mental disorders

and about 20% lack the availability of at least three of the common-

est drugs at primary level to treat mental disorders. Even when pri-

mary care facilities are present, they are not evenly distributed with-

in a country. Large areas often do not have them. Community care

facilities, though present in a larger proportion of countries com-

pared to primary level care, are often not comprehensive and are

Table 4 Psychiatric beds and mental health professionals in countries of the WHO Regions

WHO Region Number of Number of Number of Number of psychologists Number of social workers

psychiatric beds psychiatrists psychiatric nurses working in mental health working in mental health

per 10,000 per 100,000 per 100,000 per 100,000 population per 100,000

population (median) population (median) population (median) (median) population (median)

(N=183) (N=182) (N=164) (N=164) (N=147)

Africa 0.34 0.05 0.20 0.05 0.04

Americas 3.30 1.60 2.70 2.80 1.90

Eastern

Mediterranean 0.79 0.95 0.50 0.20 0.40

Europe 8.70 9.00 27.50 3.00 2.35

South-East Asia 0.33 0.21 0.16 0.02 0.05

Western Pacific 0.98 0.28 1.10 0.03 0.13

World 1.60 1.00 2.00 0.40 0.30
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available in only selected centres as pilot programmes. Two of the

most populous countries of the world, China and India, are exam-

ples where primary and community care facilities for mental health

are available in selected areas only. However, there are a number of

other countries having the same problem. This goes to show the

magnitude of the lack of services in terms of actual population cov-

erage. The importance of development of community care facilities

for deinstitutionalization to happen in the true sense has been

emphasised by many (4,13-16). However, a lot remains to be done.

The number of mental health professionals is low in the majori-

ty of countries. This is more so in the economically poorer Regions

of Africa, South-East Asia and Western Pacific. Even in the other

Regions, the distribution is not even and often the less developed

countries in the Region lack an adequate number of mental health

professionals. Psychiatrists, along with psychiatric nurses, psychol-

ogists and social workers, are key professionals in the delivery of psy-

chiatric care, be it in hospitals, community settings or primary care

level. Training of professionals must be adequate and in keeping

with the needs of the country.

The number of psychiatric beds in large psychiatric institutions

should be reduced gradually and more facilities should be made

available in general hospitals and rehabilitation centres.

Unfortunately, this is not the case at present, where a large propor-

tion of psychiatric beds are still in psychiatric institutions. Countries

which are in the process of deinstitutionalization should also devel-

op a community care system simultaneously to avoid the burden of

the homeless patients.

Specific population groups have their own needs and children

and elderly population form a sizeable population of every coun-

try. The psychiatric problems facing these two groups of popula-

tion vary to some extent from that in the general population.

Methods of treatment also differ. Thus, it is essential that special

programmes for mental health be available for at least these two

population groups. The results obtained through this project show

that there is a huge gap in the availability of services for these spe-

cial populations and much needs to be done to improve the cur-

rent situation. Many countries have reported having non-govern-

mental organizations (NGOs) working in the field of mental

health. However, information on the quality of services provided

by them is not available. NGOs can play a constructive role in serv-

ice provision in the mental health sector in the fields of advocacy,

prevention, promotion, treatment and rehabilitation. The results

show that there is a large number of countries not having data col-

lection or epidemiological studies in the field of mental health.

This sort of studies not only help in assessing the current situation

but can also act as monitoring systems. In order to plan and imple-

ment programmes, it is essential to have a good monitoring system

that can properly assess the benefits of a programme and help in

providing proper direction to it.

The data collected in the course of this project have a number

of limitations. The project used working definitions. The aim was to

strike a balance between the definitions that are most appropriate

and those that the countries currently use. Currently the definitions

for mental health resources, like policy, primary care facilities, com-

munity care facilities, health information systems, vary from coun-

try to country. As a result, countries may have had difficulty in inter-

preting the definitions provided in the glossary and in reporting

accurate information, which might be a reason for the missing

information for some variables. Some of the definitions provided in

the glossary, e.g. those on availability of a mental health budget,

availability of disability benefits, availability of services for special

populations, definition of psychologists, psychiatric nurses and

social workers, would need to be amended and expanded in the

future, as it was felt that some countries had problems interpreting

them. Qualitative information related to implementation of poli-

cies, programmes or legislation, type of disability benefits, distribu-

tion of resources among rural and urban settings, quality of services

available at primary or community level, proportion of financing

for rural or urban settings, quality of services available for special

populations, quality of services provided by NGOs and quality of

information gathering systems cannot be gauged from these data.

The information collected on the number of psychiatric beds and

professionals gives the average figure for the country but does not

provide information about distribution across rural or urban set-

tings or distribution across different regions within the country

(17).

In spite of these limitations, Atlas data provide a snapshot of how

well prepared the countries are to respond to the increasing burden

of mental disorders. The picture that emerges is indeed alarming:

most countries have a gross deficiency of resources devoted to men-

tal health care. The resources are also unevenly distributed across

and within countries. It is hoped that these data will help focus

attention to the urgent need to enhance the availability of mental

health resources in the world.

Project Atlas is an ongoing project. Future studies are planned to

collect information that is more comprehensive and also more rele-

vant to the needs of further policy planning for individual countries.

These studies will also provide comparison across time to assess any

progress made in the availability of mental health resources. Studies

on access to services and barriers that prevent access are also planned.
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